A
ccording to the Global Burden of Disease Report, re centfy published by the World Health Organization, depression is currently the fourth leading cause of disability in the world. In the year 2020, depression will be second only to heart disease, 1 Despite effective treat ments, depression may often be unrecognized mid untreated. 2,s Many persons in the community with depres sion see a general physician, 4 so the primary care setting is pivotal when considering how to optimize treatment for depression and other forms of emotional distress in the community, But even if primary care physicians are prepared to provide "optimal treatment," are patients ready to accept it?
In this issue, Brody, Khaliq, and Thompson report patients' points of view about treatment by their personal physicians for emotional distress. 5 The authors con ducted two surveys of primary care patients. The first survey asked how importmlt it was that physicians try to help with emotional distress. The second, smaller survey asked how physicians could help manage emotional distress, for example, through counseling, a drug prescription, or referral to a mental health professional. The sur veys suggest that most patients, and especially patients with emotional distress and functional impairment, think that emotional distress is within the physician's purview. Most patients in this study preferred that the physician provide counseling, not drugs or referral. The implication is that patients would welcome inquiry about emotional distress and counseling about how to manage it. I think the report by Brody and colleagues raises two questions. The first question is, "What is a case of psychi atric disorder in primary care?" Many surveyed patients who wanted the physiciml to help them with emotional distress did not meet standard criteria for major depres sion, nor did they meet a relaxed set of criteria for "minor" depression. Study limitations related to the assessment of clinical depression and to sampling issues may partially explain this finding, Nevertheless, it calls attention to a fundamental question--if patients seek care for mental distress but do not meet standard criteria, then how is a psychiatric disorder to be defined in primary care? Perhaps we need to develop a new classification system for mental distress in primary care. This classification sys tem should recognize that the patient's own evaluation of functioning needs to be considered in formulating the therapeutic plan. 6 Indeed, dealing with mental disorders in primary care may call for a new classification and ap proach to treatment, 7 In the study by Brody mid colleagues, even for patients who met criteria of subsyndro mal depression, the proportion who wished to receive help for emotional distress from the primary care physician was high. At the same time, more than one third of all pa tients did not think that it was at all important for the physician to try to help with emotional distress, Perhaps these findings indicate that the primary care diagnosis of mental distress involves the attitudes and beliefs of both patient and physician in a process of negotiation that occurs over time. This process may be neglected by studies that assess the patient at a single point in time, and could explain why these studies report poor rates of recognition by the physician.
Physicians can gauge the extent to which the patient is willing to discuss emotional distress by asking about functioning and stress in the patient's social and occupa tional roles, Patients who express emotional distress can then be more fully assessed, while other patients will give clear signals that emotional territory is not something they wish to cover. Much of this give-mid-take probably depends on a stable and strong patient-physiciml relationship. Such relationships do occur in primary care but may have been eroded in recent years. Although physicimls should be fmniliar with the diagnostic criteria for depression and anxiety used in psychiatric practice, 8 many patients have discomfort that is not so easily char acterized as all "body" or all "mind." One contribution of the article by Brody and colleagues is to remind us that patients with emotional distress perceive the value in receiving counseling from their personal physicians, We do not know the extent to which this perception reflects con fidence in their physicians or the stigma and fear that patients associate with referral to a mental health specialist. This distinction remains an area for further exploration.
The second question raised by this report is, "Can primary care physicimls provide treatment for depression and other forms of emotional distress given the con straints on their time and resources?" The report suggests that patients with emotional distress prefer counseling to medications. Significant barriers of time and resources, however, work against counseling in primary care, even when physician disconffort about dealing with mental disorders is surmounted. Despite the barriers, some patients get counseling from their primary care physicians. For example, in one study 61% of patients reported that their physicians helped them identify activities that made them feel better. 9 In our study of the implementation of guide lines for mmlaging depression in primary care 
